The main authors of Breast Diseasefor Primary Care Physicians are an obstetrician-gynaecologist-endocrinologist, a radiation oncologist and a breast surgeon. They say in their preface that they have followed suggestions from several primary physicians, but the primary care in the title is very much the USA model rather than UK general practice. This is particularly obvious when they talk about what investigations the primary care physician might undertake and follow up. Although some British GPs may be happy to aspirate known breast cysts very few would undertake fine needle aspiration without first obtaining special training. Likewise GPs would not expect to follow up ultrasound and mammography results without recourse to a radiologist or a breast care consultant (surgeon or oncologist). Very little mention is made of the role of specialist referral or of dedicated breast care clinics, seen in the UK as the standard to aim for: there a breast specialist can be seen quickly, all the investigations can be done together, and (ideally) the patient is provided with a diagnosis and management proposals in one visit.
Other features in the book are not applicable in the UK. The American breast screening guidelines suggest breast self-examination monthly from the age of 20 years. The authors do acknowledge that breast self-examination has met with some controversy and certainly in the UK the emphasis has been on 'breast awareness' rather than selfexamination. This is because several studies have shown no benefit in early detection from self-examination and if anything it led to increases in referrals and benign biopsies. In the USA clinical breast examination is recommended 3yearly for women aged 20-39 and yearly after that. It is not clear who is supposed to do this, but I am aware of no evidence that suggests this sort of examination is effective in picking up early breast cancer; and for British GPs examination of women at these intervals is unthinkable, particularly at a time when we are being encouraged not to undertake unnecessary examinations. Again the recommendations for mammography differ substantially between the USA and the UK. In the USA women are advised to have yearly mammography after the age of 40 years; in the UK women aged 50-64 are routinely called for NHS mammography every 3 years and women older than this can have continued screening on request. The sections on the investigation and treatment of breast cancer are useful and up-to-date.
As a reference book, Breast Disease for Primary Care Physicians would be useful. However, for a primary care general practitioner in the UK the guidance that it offers is sometimes inappropriate. GPs in the UK are responsible for whole populations of women and their catchment may be very different from that of primary care physicians in the USA with a specific interest in breast conditions. John Langdon Down has until now been neglected by the medical biographers. His life had all the makings of a Victorian novel: the talented young man, sustained by his non-conformist faith and a loving (and efficient) wife, rises from small beginnings to a position of wealth and influence as a philanthropist and reformer of the care of the 'feeble minded'. As a sub-plot there is the alcoholic father and brother, the family's repeated bankruptcies, the mysterious and violent death of a son, and the early death of an only daughter.
What motivated John Langdon Down? As an assistant to his father, described as 'druggist, grocer and linen-draper' in a Cornish village, he would have noted the struggles of the poor to cope with mentally handicapped members of the family. He disliked the prospect of servitude as an assistant in his father's shop and studied pharmacy in London. This did not satisfy him, and he entered the London Hospital Medical School four years later. His first clinical appointment was as resident accoucheur, where he would have seen the damaging effects of neonatal asphyxia. W J Little (of Little's disease) was one of his teachers, and John Hughlings Jackson was a contemporary.
